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ABSTRACT 
 
 Despite efforts by the Nicaraguan Ministry of Health (MINSA) to improve maternal and 
child health outcomes, Nicaragua continues to have high rates of maternal and child mortality 
(The World Bank, 2016). 1,000 Days of Difference is an integrated, community-based program 
that aims to improve maternal, newborn and child health (MNCH) for high-risk mothers and 
children aged 0-2 in a resettlement community in Managua, Nicaragua.  
  Specifically, the program aims to provide high-quality prenatal and postnatal care; 
increase breastfeeding rates, promote healthy nutrition practices; decrease the prevalence of child 
malnutrition within the first 2 years of a child’s life; ensure access to preventive pediatric care 
and immunizations; and eliminate unintended repeat pregnancies within a 2-year timeframe. The 
program is in year one of a three-year pilot phase and will undergo an impact evaluation 
following the end of the three-year period.  
 The 1,000 Days of Difference program and evaluation plan is presented in this paper. The 
program and evaluation plan builds upon the foundational work that has already been completed 
prior to the launch of the program pilot phase. The paper opens with a literature review of similar 
community-based integrated maternal and child programs in developing countries. The program 
plan outlines the activities, goals, and implementation plan of the program. The evaluation plan 
incorporates both process and outcome evaluation objectives, and presents a model for 
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GLOSSARY 
Child Mortality- Deaths of children between birth and exactly five years of age. 
Infant and Young Child Feeding (IYCF)- Feeding practices for children ages 2 and under.  
Infant Mortality- Deaths of children between birth and exactly one year of age.  
Maternal Mortality- Deaths of women during pregnancy or within 42 days of termination of 
pregnancy.  
Maternal, Newborn, and Child Health (MNCH)- Health of women during and after 
pregnancy; children up to 28 days of age; and children up to 5 years of age.  
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INTRODUCTION 
 Poor maternal, child, and neonatal health (MNCH) carries a high global public health 
burden. Each day, 800 women die from preventable pregnancy or childbirth-related 
complications and 15,000 children under-5 die due to largely preventable or treatable causes 
(World Health Organization, 2016; 2017).  The United Nations’ Sustainable Development Goals 
(SDGs) include several goals dedicated to MNCH. By 2030, target 3.1 aims to reduce the global 
maternal mortality ratio from 216 maternal deaths per 100,000 live births to 70 maternal deaths 
per 100,000 live births (United Nations Sustainable Development Knowledge Platform, n.d.).  
Target 3.2 aims to reduce the global neonatal mortality rate from 19 deaths per 1,000 live births 
to 12 deaths per live births and eliminate all deaths of children under-5 due to preventable causes 
(United Nations Sustainable Development Knowledge Platform, n.d.).   
 Nicaragua has the second highest under-5 child mortality rate in Central America at 20 
deaths per 1,000 live births (The World Bank, 2016). Nicaragua also has the highest maternal 
mortality rate in Central America at 150 deaths per 100,000 live births (The World Bank, 2016).  
Maternal deaths account for 8.5% of all deaths among females of reproductive age in the country 
(World Health Organization, n.d.). Child malnutrition is also a major concern, with stunting 
prevalent among 23% of children under-5 (United Nations’ Children’s Fund, n.d.).  Although 
breastfeeding has been identified as an essential preventive factor against child mortality; just 
32% of Nicaraguan mothers breastfeed exclusively for the first 6 months of life (United Nations’ 
Children’s Fund, n.d.).   
 The first 1,000 days, defined as the time period from conception to age 2, have been 
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2016).  Research shows that proper nutrition during the first 1,000 days of life is vital for healthy 
development of the brain, body, and immune system (Cusick & Georgieff, 2016).  According to 
the United Nations’ Children’s Fund (UNICEF), children who receive proper nutrition during 
this critical window are 10 times more likely to overcome life-threatening diseases (2017). 
Research has also shown maternal nutrition can have a profound effect on the health of a child 
(Cetin & Laoreti, 2015). 
 The 1,000 Days of Difference program aims to improve health outcomes for high-risk 
mothers, newborns, and children living in Villa Guadalupe, a resettlement community in 
Managua, Nicaragua. The program is unique in that it takes an integrated approach to MNCH by 
providing all resources in a central location and packaging prenatal, postnatal, newborn, and 
childhood interventions. This approach is uncommon in Nicaragua. 
 The program will be implemented by Manna Project International (MPI), a U.S.-based 
501(c)3 nongovernmental organization (NGO) that aims to empower underserved international 
communities through collaborative community development programs focused on improving 
health, education, and livelihoods. MPI has operated Clínica Médica MPI, an outpatient 
community-based clinic offering primary services and specialist OB-GYN care, in Villa 
Guadalupe since 2014.   
 I currently serve as Country Director for MPI in Nicaragua and oversee all organizational 
programming in Villa Guadalupe. I have designed this program to be implemented under my 
guidance and will oversee program management and evaluation. 
 The program is currently in year one of a three-year pilot period. The first cohort of 
expectant mothers was enrolled in October of 2017 and will finish the program between 
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program and evaluation plan for the program. The program and evaluation plan will be used to 
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LITERATURE REVIEW 
Introduction 
 A literature review was conducted in order to identify examples of community-based, 
integrated MNCH programs.  The 1,000 Days of Difference program has the following six key 
elements:  
1. Prenatal care 
2. Postnatal care  
3. Postnatal family planning 
4. Maternal and child nutrition education 
5. Breastfeeding education and support 
6. Preventive pediatric care  
Results of the literature review are meant to be formative and contribute to the 1,000 Days of 
Difference program and evaluation plan. 
Methods 
Research Question 
 The literature review was conducted with the following research question as a guide: 
“Are there other integrated, community-based programs similar to 1,000 Days of Difference in 
developing countries that have previously been implemented and evaluated? If so, what lessons 
can be learned from those programs to support the development, implementation, and evaluation 
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Search Strategy 
 A search of titles, abstracts, and keywords was conducted for years 2008-2018 in Scopus 
using the terms: “(maternal AND infant OR child OR newborn OR neonatal) AND (program OR 
programming OR intervention) AND (community-based OR “community based” AND 
integrated) AND NOT (“food distribution”).” To narrow the search results to low and middle-
income countries (LMIC), the search terms for LMIC countries provided by the UNC Health 
Sciences Library were also used. This search strategy resulted in sixty-six articles.  
I then reviewed article abstracts and narrowed the search results down to articles which met the 
following inclusion criteria: 
1) The article is available in English. 
2) The article has already been published. 
3) The article is available in full-text. 
4) The article describes a program that has already been implemented and does not just 
describe a case study or trial intervention.  
5) The article describes a program, which takes place in a low or middle-income country. 
6) The article describes a program, which is community-based. 
7) The article describes a program, which shares at least three key elements with 1,000 Days 
of Difference, as outlined above.  
Fifty-nine of the sixty-six articles were eliminated for the following reasons: 
1) Article is published in a language besides English (1). 
2) Article is not available in full text (9). 
3) Article is not yet published (2). 
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5) Article describes a program, which does not include at least three key shared elements 
with 1,000 Days of Difference (18).  
Of the sixty-six articles, seven articles remained for inclusion in the literature review. The 
programs described in the seven selected articles are summarized below. The programs all 
include an integrated approach to addressing maternal, neonatal and/or child health. Although 
some of the articles focused on evaluation of one selected component of the program, the 
programs represented contain a variety of interventions presented in a package format. 
Summary of Programs 
Table 1 presents the summary results of the literature review.  Details of each program are 
described below. 
Community-based Newborn Care Package (CBNCP), Nepal (Paudel, Shrestha, Siebeck & 
Rehfuess, 2017) 
 The CBNCP was piloted in 2009 and 2010 in ten districts in Nepal with funding from the 
United States Agency for International Development (USAID), UNICEF and Saving Newborn 
Lives. The program aimed to improve neonatal health through six essential practices: 1) birth 
preparedness, 2) prenatal care seeking, 3) prenatal care quality, 4) delivery by skilled birth 
attendant, 5) immediate newborn care, and 6) postnatal care within 48 hours of birth. The 
program includes key interventions delivered by both facility-based and community-based health 
workers, as well as community volunteers. Interventions included behavior change 
communication for improved birth preparedness and newborn care; and clinical care for 
improved delivery, postnatal care, and newborn care.  
 Evaluation of the program’s impact on the six essential practices was conducted using a 
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differences analysis was used to track changes between baseline and end line data among the 
intervention and comparison groups. Authors found an improvement in postnatal care within 48 
hours of birth among the intervention group. No change was found in birth preparedness. Among 
the remaining four practices, improvements were noted, however, they were found to be similar 
to changes in the comparison group. Authors concluded the lack of evidence for the program’s 
effectiveness was due to a variety of factors including the weak Nepalese health system, lack of 
staff supervision, and the short turnaround time between staff training and program assessment.  
Integrated Nutrition and Health Program (INHP), Newborn Care Package, India (Baqui et.al, 
2008) 
 The INHP was implemented 2001-2005 in eight states in India. The program was 
implemented by CARE-India, the Ministry of Family and Health Welfare, the Ministry of 
Women and Child Development’s Integrated Child Development Services, and other local 
NGOs. The INHP includes a newborn care package, as well as interventions designed to improve 
the health of children ages 5 and under. The newborn care package component of the program 
aimed to promote healthy behaviors during the prenatal, delivery, and postnatal periods with the 
overall goal of decreasing the neonatal mortality rate. The program packaged key interventions 
to be delivered by auxiliary nurse-midwives, CHWs, and community volunteers. The program’s 
primary intervention was the delivery of home-based counseling during pregnancy and the 
postnatal period on preventive care, nutrition, birth preparedness, breastfeeding, essential 
newborn care, and maternal and newborn danger signs. Home-based follow-up care was also 
offered for sick, premature, or low-birth-weight newborns. 
 Evaluation of the newborn care package’s impact on the neonatal mortality rate was 
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mortality rates in the intervention district with a nearby comparison district. Investigators found 
evidence supporting the effectiveness of the newborn care package on neonatal mortality. 
Neonatal mortality was found to be 25% less among mothers who received a postnatal visit 
within 28 days of giving birth. Based on the investigators’ prediction model, neonatal mortality 
could be reduced by 19% if coverage of prenatal and postnatal visits was increased from 10% to 
50%.  
Maternal and Child Health Integrated Program, SMART Project, Egypt (Cooper et al., 2016) 
 The SMART project was implemented 2012-2014 in six districts in Egypt as part of the 
Maternal and Child Integrated Program. The project was implemented by USAID in 
collaboration with local NGOs, private-sector service providers, and local health committees. 
The project aimed to improve reproductive, maternal, and child health through community-based 
interventions delivered over the first 1,000 days of life. The project utilized CHWs to deliver 
home-based counseling on maternal nutrition, exclusive breastfeeding, infant care and feeding, 
and postnatal family planning. Nutrition classes and gender role seminars were also offered 
through the program. Family members, including husbands, were invited to participate in 
program activities. Mobile clinics were also set up in order to provide essential health services to 
women living in isolated areas.  
 Evaluation of the SMART project’s family planning component was conducted in four 
districts through Upper and Lower Egypt using a quasi-experimental design. Baseline and end 
line data was collected from household surveys of 12,454 women from intervention and 
comparison. Evaluation of the family planning component focused on three main outcomes: 1) 
women’s knowledge of optional birth spacing, 2) reproductive intentions, and 3) contraceptive 
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knowledge of optional birth spacing in either region. In Lower Egypt, there was an increase of 
eleven percentage points in women who reported they did not want another pregnancy within 
two years following birth. In Upper Egypt, use of modern contraceptives decreased by six 
percentage points following the intervention. Investigators found positive effects on couple’s 
shared decision making on contraceptives between both regions. Investigators attributed the lack 
of strong outcomes to the changing sociopolitical environment present in Egypt during program 
implementation.  
Maternal and Neonatal Health Program, Nigeria (Sloan et al., 2018) 
 The Maternal and Neonatal Health Program was implemented in 2014 in three districts in 
Northern Nigeria. The program was implemented by the Clinton Health Access Initiative with 
funding from the Norwegian government. The program aims to reduce maternal mortality, 
neonatal mortality, perinatal mortality, and the number of stillbirths. The program seeks to 
improve health outcomes through training and mentoring of traditional and skilled birth 
attendants, as well as health facility staff. The program also includes an emergency transport 
system designed to facilitate rapid access to health facilities in medical emergencies.  
 A preliminary evaluation to determine the impact of the program on mortality rates and 
stillbirths was conducted in 2016 using a pre-post design comparing baseline and end line data. 
Significant impact on mortality rates was found in all three districts. Following the intervention, 
maternal mortality decreased by 37%; neonatal mortality decreased by 43%; and perinatal 
mortality decreased by 27%. A statistically significant decline of 15% in stillbirth rates was 
found in one of the intervention districts. 
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 The Mitanin Program was implemented in 2001-2009 in the Chhattisgarh state in India 
by the state health department. The Mitanin Program aimed to improve coverage of reproductive, 
maternal, and child health services through routine immunization, prenatal care, institutional 
deliveries, and promotion of breastfeeding. Behavior change communication was delivered to 
expectant mothers and mothers of children three and under by trained community volunteers. 
The NSI project was launched in 2006 to speed up the malnutrition reduction rate. The NSI 
project includes all of the interventions in the Mitanin Program, with the addition of project 
activities intended to improve maternal and child nutrition. Added project activities include 
promotion of appropriate complementary feeding for infants; creation of kitchen gardens; and 
raising awareness of subsidized food programs.  
 Evaluation of the NSI project was conducted using a quasi-experimental mixed methods 
design. Outcomes for the NSI-intervention group were compared to a comparison group 
receiving just the Mitanin Program. Statistically significant differences in the nutritional status of 
the children in the intervention and comparison groups were not found. Investigators attributed 
this, in part, to a poorer nutritional status among the tribal population in the intervention group. 
Over the study period, a decline in malnutrition among children in both the intervention and 
comparison groups was noted. This improvement was credited to the work conducted by 
community volunteers. 
Program for Reviving Routine Immunization in Nigeria- Maternal, Neonatal, and Child Health 
(PRRINN-MNCH), Nigeria (Findley et al., 2013) 
 The PRRINN program was implemented in 2006 in four Northern Nigeria states by 
Health Partners International with funding support from the Department for International 
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the Norwegian government. The PRRINN-MNCH program aims to decrease maternal, newborn, 
and child mortality through provision of prenatal and postnatal care; improved newborn and 
infant care; safer childbirth; improved nutrition; and immunization coverage. The program builds 
capacity of facility-based clinical staff and supports the development of a network of trained 
CHWs. Behavior change communication is provided by community volunteers through 
facilitation of community discussion groups. Community volunteers also link high-risk women 
and children with nearby health facilities.  
 Evaluation of the PRRINN-MNCH program was conducted using a quasi-experimental 
design. Pre-and-post intervention household surveys were collected from intervention and 
comparison groups in order to assess intervention outcomes. Program evaluation focused on 
three main outcomes: 1) newborn and child health care knowledge; 2) caregiver behaviors; and 
3) newborn and child morbidity and mortality.  Among the intervention group, investigators 
found significant improvements in early initiation of breastfeeding; safe childbirth practices; 
newborn care practices; and newborn immunization coverage. Over the 2-year period the 
evaluation took place, there was a decline in the infant and under-5 child mortality rates in both 
the intervention and comparison groups. The declines in mortality among the intervention group 
were significant. Infant mortality dropped from 90.0 per 1,000 live births to 50.5 per live births 
and under-5 child mortality dropped from 160 per 1,000 live births to 84 per live births.  
Project for Advancing the Health of Newborns and Mothers (Projahnmo), Bangladesh (Ahmed et 
al., 2015)  
 Projahnmo was implemented in 2002 in the Sylhet district of Bangladesh	  with	  funding	  
from	  USAID	  and	  Save	  the	  Children. The program is a partnership of Johns Hopkins Bloomberg 
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improve maternal, newborn, and child health through a package of community-based 
interventions. The program utilizes CHWs to deliver behavior-change communication through 
home visits and group meetings. In 2007, a family planning intervention package was added to 
the program. As part of the family planning intervention package, CHWs were trained to 
distribute contraceptives and community volunteers (referred to as “community mobilizers”) 
facilitated community meetings to discuss optimal birth spacing and family planning methods.  
 Evaluation of the family planning intervention package was conducted using a quasi-
experimental design. Investigators collected baseline and end line data through face-to-face 
interviews with the intervention and comparison groups in order to assess intervention outcomes. 
Significant improvements in program outcomes were found following the intervention. 
Investigators determined the 12-month postpartum contraceptive prevalence rate was 42% in the 
intervention group and 27% in the comparison group. The evaluation also found the incidence of 
a subsequent pregnancy within the 24 months following birth was 28% in the intervention group 
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Synthesis of the Literature 
 Of the seven programs reviewed, five of them were able to demonstrate the positive 
impact of the program interventions on the intended goals. Three programs reported decreases in 
mortality rates for women, newborns, and children resulting from the program interventions. 
Changes in behavior were also noted in five of the programs with increases in breastfeeding; 
prenatal and postnatal care seeking; newborn care; and postpartum contraceptive use.  
 The integrated MNCH programs summarized all share several unifying characteristics. 
All seven of the programs were implemented in predominantly rural areas where women have 
limited access to formal health services. In line with needs of rural women, every program 
included institutional delivery, safe home delivery, or both, as one of the intended outcomes. As 
an example, 90% of women living in the intervention area of PRRINN-MNCH deliver at home 
(National Population Commission and ICF International, 2014).  
 Trained CHWs, community volunteers, or both, delivered six of the seven programs’ 
interventions. The incorporation of CHWs and community volunteers stands out as an important 
component of effective community-based programming.  The programs utilized CHWs and 
community volunteers to deliver behavior change communication via home visits and 
community discussion groups. CHWs and community volunteers also provided an important link 
between women and the formal health care system helping to connect women to health facilities 
for prenatal care and in preparation for delivery.  
 The six key elements of 1,000 Days of Difference were found throughout the seven 
selected programs. The Maternal and Child Health Integrated Program, SMART Project (Egypt) 
and Projahnmo, (Bangladesh) contained all six elements of prenatal care; postnatal care; 
postnatal family planning; maternal and child nutrition; breastfeeding education and support; and 
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preventive pediatric care. In both programs, postnatal family planning had been added on as an 
additional program component after the other elements of the program had already been 
implemented. The INHP, Newborn Care Package (India) and the Mitanin Program, Nutrition 
NSI Project (India), both included all program elements with the exception of postnatal family 
planning. PRRINN-MNCH (Nigeria), contained prenatal care; postnatal care; breastfeeding 
education and support; and preventive pediatric care. Finally, the CBNCP (Nepal) and Maternal 
and Neonatal Health Program (Nigeria) contained prenatal care; postnatal care; and 
breastfeeding education and support.  
 The incorporation of prenatal care in each of the programs underscores the need to 
deliver preventive health interventions during pregnancy as part of an integrated approach to 
improve maternal, neonatal, and/or child health. The approach to prenatal care varies between 
each program. For example, the Maternal and Neonatal Health Program (Nigeria) included 
messaging on birth preparedness, but no other form of prenatal attention. Other programs, such 
as the CBNCP (Nepal) took a more comprehensive approach to prenatal care. The program 
provided behavior change communication throughout pregnancy in order to increase prenatal 
care seeking behavior defined as four or more prenatal checkups; daily iron supplements; and 
application of two anti-tetanus vaccines. Projahnmo, (Bangladesh) included home visits every 
two months by CHWs of all pregnant women in the target area as part of routine pregnancy 
household surveillance.  
  Postnatal care was another key element of the selected programs. All of the programs 
provided some form of postnatal care for the mother within the 28-day period following birth. 
The INHP, Newborn Care Package (India) aimed to have all mothers receive a postnatal visit 
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within 3 days following birth. Trained CHWs were able to detect immediate danger signs 
following birth and connect the mother to a nearby health facility.  
 Maternal and child nutrition education was included within all programs, but to a lesser 
extent than the other components. For example, if a program provided iron supplements during 
pregnancy or discussed basic prenatal dietary guidelines with expectant mothers, I considered the 
program to incorporate this element. The INHP, Newborn Care Package (India); The Maternal 
and Child Health Integrated Program, SMART Project (Egypt); and Mitanin Program, Nutrition 
NSI Project (India), were the only programs which included comprehensive nutrition services for 
nursing mothers and their children past pregnancy. Within these programs, nutritional education 
was delivered by CHWs or trained community volunteers in groups or via home visits.  
 Breastfeeding support and education was found to be an essential component of 
integrated MNCH programming. Several of the programs focused on reducing neonatal mortality 
by initiating breastfeeding within the first hour or first eight hours. Early initiation of 
breastfeeding was grouped under “immediate newborn care” which also included clean cord care 
and delaying bathing by several days. Programs, which promoted breastfeeding past the 
immediate post-birth stage included both promotion of exclusive breastfeeding for the first 6 
months, and continued breastfeeding until age two. Behavior change communication related to 
breastfeeding practices was most commonly delivered by CHWs. Projahnmo, (Bangladesh) 
promoted exclusive breastfeeding through behavior change communication delivered via home 
visits to lactating mothers every two months following birth. The Mitanin Program, Nutrition 
NSI Project (India), uses a network of CHWs to deliver messaging about the benefits of 
exclusive breastfeeding and timely introduction of appropriate complementary foods.  
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 Preventive prenatal care was found amongst all programs and mainly centered on 
immediate newborn care designed to prevent neonatal deaths within the first 24-48 hours 
following birth. Preventive prenatal care also included connecting the mother to a health facility 
following detection of any newborn danger warning signs. Frequent follow-up visits for sick, 
premature, or low-birth weight newborns and routine follow-up visits at 3 days, 7 days, and 28 
days were incorporated into the INHP, Newborn Care Package (India). Several programs also 
included child immunization components, which I categorized as preventive pediatric care. 
PPRINN-MCNH (Nigeria) began as solely a child immunization program and then expanded to 
include a more comprehensive MNCH focus.   
Conclusion 
 Overall, the results from the literature review provided evidence supporting the program 
design of 1,000 Days of Difference. The two programs containing all six program elements (The 
Maternal and Child Health Integrated Program, SMART Project in Egypt and Projahnmo in 
Bangladesh) were implemented with support from key institutions such as the Johns Hopkins 
Bloomberg School of Public Health; USAID; and Save the Children. As MPI is a small 
organization, it is increasingly important we look to key leaders in the field of international 
public health to identify best practices to model our community-based programs after.   
 Based on the literature review, I have identified one additional program component I 
would like to work on incorporating into 1,000 Days of Difference over the course of the pilot 
phase. Although Villa Guadalupe is an urban community, there are still instances where women 
deliver at home in unsafe conditions.  MINSA has also stated their official policy is for all 
deliveries to take place in formal health facilities (McKim Mitchell and Steeves, 2012). 1,000 
Days of Difference program staff will work with expectant mothers to identify which facility 
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they will deliver; how they will get there; and who will accompany them. Institutional delivery 
will then be added as a program outcome.  
The literature supports the use of CHWs in the 1,000 Days of Difference program. There 
is a growing body of evidence which supports the incorporation of CHWs into community-based 
health programs (Jack, 2017; Krantz, 2013). Many lessons can be integrated into the use of 
CHWs based on recent global health experiences (UN Special Envoy for Health in Agenda 2030 
and for Malaria, 2016). CHWs are especially helpful in areas where health literacy might be low, 
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PROGRAM PLAN 
Program Overview  
 1,000 Days of Difference is an integrated, community-based program designed to 
improve MNCH outcomes among high-risk mothers and children aged 0-2 in Villa Guadalupe, 
Nicaragua. The program will provide high-quality prenatal care; postnatal care and family 
planning services; prenatal and postnatal nutrition education; IYCF education and support; 
preventive pediatric care; and routine immunizations. Program interventions will be delivered by 
skilled clinical staff; Community Health Workers (CHWs); and specialized partner 
organizations. The program services are delivered within the Villa Guadalupe community and 
are free of charge.   
Program Context 
Maternal, Newborn, and Child Health in Nicaragua 
 Maternal, newborn, and child health care in Nicaragua is delivered in the context of an 
underfunded and understaffed public system. The Nicaraguan Ministry of Health provides 
services to approximately 70% of the population, accounting for over 4.3 million people 
(Sequeira et al., 2011). Nicaragua only has 9 doctors for every 10,000 people, as well as the 
lowest per capita health expenditure in Central America at just US$177 per person (Pan 
American Health Organization/World Health Organization, 2017; The World Bank, n.d.). There 
is a severe shortage of specialists working in the public healthcare system. According to official 
labor statistics provided by MINSA, there are 309 OB-GYN doctors and 324 pediatricians 
working in the national public healthcare system (Torres & Rodriguez, 2015). This amounts to 
one OB-GYN per 15,534 public health system users and one pediatrician per 14,815 public 
health system users.  
	   23	  
 As a result of staffing shortages, prenatal care is usually delivered by a nurse or general 
physician, and it is often not until much later in pregnancy that women are referred to an OB-
GYN if they are at high risk. Women seeking prenatal care in the public health centers are 
referred to the national women’s hospital for ultrasound exams. Lack of staff and funds also 
impacts the efficiency of essential lab exams, with results taking as long as 2 months to come 
back. Furthermore, shortages of medication and vitamins are common, meaning that women may 
only receive a portion of the prenatal supplements prescribed to them.    
 The principal causes of maternal mortality in Nicaragua are hemorrhage during or after 
birth, preeclampsia/eclampsia, and pregnancy or birth-related infections (Garcia, 2017). The 
principal causes of neonatal mortality in Nicaragua are congenital malformations, complications 
during delivery, premature births, pneumonia, diarrhea, anemia, and malnutrition (Munguia 
Argenal, 2017).  
 Experts confirm that proper prenatal care throughout pregnancy can have a major impact 
on the maternal, neonatal, and under-5 child mortality rate. Community-based postnatal care 
delivered through home visits has also been linked to decreased maternal and neonatal mortality 
(Baqui et.al, 2018).  
Community Description 
 The 1,000 Days of Difference program will target high-risk mothers and children in the 
community of Villa Guadalupe. Villa Guadalupe is a resettlement community in Managua, 
Nicaragua that is home to 4,700 individuals. Villa Guadalupe houses 1,000 former residents of 
La Chureca, the municipal trash dump which closed in 2013, and 3,700 people who were left 
homeless by flooding in 2010.  
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 MPI previously operated health programming in La Chureca and worked with the 
residents there from 2004 to 2013. In 2013, MPI set up operations in the newly created Villa 
Guadalupe community and opened up an outpatient health clinic offering primary and 
specialized OB-GYN services in 2014. MPI also conducts public health campaigns in the 
community in collaboration with MINSA and other NGOs. 
 According to a community survey conducted by MPI in 2014, Villa Guadalupe suffers 
from high rates of poverty with 44% of the population unemployed. That same survey revealed 
the average years of schooling for adults are 3.5 years and females head 67% of households. 
Poverty during pregnancy has been linked to poor maternal and child health outcomes including 
miscarriage; preterm birth; alterations in fetal development, and negative long-term 
consequences on child health (Weck et al., 2008).   
 In Villa Guadalupe, child and maternal health risks are especially threatening. Children in 
the community suffer from high rates of diarrhea and pneumonia, which are the top two causes 
of child mortality in Nicaragua. Among 280 patients ages 0-5 seen in Clínica Médica MPI in 
2017, 71% were treated for either diarrhea (154 cases) or pneumonia (46 cases). Of those cases, 
3 children aged 0-2 received an emergency transfer to the national children’s hospital for severe 
pneumonia and 2 children aged 0-2 were immediately transferred for severe diarrhea.  
 Low rates of breastfeeding in the community further contribute to high rates of infant 
illness. According to UNICEF, an exclusively breastfed child is 14 times less likely to die in the 
first 6 months than a non-breastfed child, and breastfeeding drastically reduces deaths from 
diarrhea and pneumonia (2015). However, a 2015 study by a team from Emory University’s 
Global Health Institute (GHI) found only 35% of women in Villa Guadalupe exclusively 
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breastfeed for the first 6 months, the World Health Organization’s (WHO) recommended 
timeframe. 
 Villa Guadalupe also has high rates of adolescent, high-risk, and unintended pregnancies. 
The GHI study found the average age of first pregnancy in Villa Guadalupe is just 16 years old, 
compared to the national average of 19 years old. Infants born to mothers under the age of 20 
have a 50% higher risk of dying in the first year than if they were born to mothers over the age of 
20 (Ganchimeg et al., 2014). Complications from pregnancy and childbirth are the number one 
cause of death for adolescents aged 15-19 and adolescents suffer from higher rates of pregnancy-
related conditions such as eclampsia and pregnancy-related infections than women aged 20-24 
(Ganchimeg et al., 2014). Researchers from the GHI found, of a sample of 96 women who had 
previously been pregnant in Villa Guadalupe, 46% stated their pregnancy wasn’t wanted at the 
time. This sentiment represents the high rates of unintended pregnancy in the community. 
 Women in Villa Guadalupe also have limited access to high-quality prenatal care. Aside 
from Clínica Médica MPI, the only prenatal resource is Centro de Salud Francisco Morazán, a 
referral-based public health facility outside of the community that is understaffed and 
underfunded. In 2017, MPI conducted a survey of 27 pregnant women in Villa Guadalupe who 
were between three and six months pregnant. All of the women sampled were considered high-
risk due to adolescent age at pregnancy (23 women) or previous pregnancy or birth 
complications (4 women). Of the 27 women, 13 reported they had been examined by a general 
physician at the local health center; 9 reported they had been examined by a nurse at the local 
health center; 4 reported they had not received any prenatal services; and one reported she had 
been examined by an OB-GYN in a local public hospital following a referral from the local 
health center.  
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Political Environment 
 Nicaragua has two specific laws directly supporting to the goals of the 1,000 Days of 
Difference program. The General Law of Health was approved in 2002 and guarantees free 
healthcare for vulnerable sectors of the population, with a priority on programs emphasizing 
maternal and child health (Asemblea Nacional de Nicaragua, 2002). The Law of Promotion, 
Protection, and Maintenance of Breastfeeding affirms breast milk is an ideal source of nutrients 
and essential in the proper development of children (Asemblea Nacional de Nicaragua, 1999). 
This law specifically states it is ideal to breastfeed through age 2.  
 
Consistency and Acceptability 
 The objectives of the 1,000 Days of Difference program are in line with national health 
priorities identified by the Nicaraguan Ministry of Health (MINSA). Two of the top health 
priorities identified for 2018 by MINSA include a reduction of the maternal mortality rate and a 
reduction of the neonatal mortality rate. Additionally, MINSA has undertaken a national 
campaign to increase breastfeeding rates. Both MINSA and the 1,000 Days of Difference 
program have messaging promoting exclusive breastfeeding within the first 6 months of a child’s 
life and continued breastfeeding through age 2. 
 The 1,000 Days of Difference program will build upon the existing services provided by 
MPI’s clinic. MPI has provided health services to residents of Villa Guadalupe (formerly La 
Chureca) for 14 years, and is therefore widely trusted in the community. Since Clínica Médica 
MPI was established in 2014, it has served over 3,800 community members. According to the 
results of a 2017 satisfaction survey administered to 100 clinic patients, 100% said the treatment 
and advice provided by doctors at the clinic was excellent (66%) or good (34%).  
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Financial Resources 
 The 1,000 Days of Difference program has received initial financial support totaling 
U$33,000 from the Atkinson Foundation, the KIND Foundation, and the International 
Foundation. Funding from these foundations has allowed MPI perform formative program 
planning and launch the program in a pilot phase with an initial cohort of 20 women. MPI will 
continue to identify and apply to foundations interested in supporting maternal and child health 
in order to continue current program operations and scale-up services. As of the date of this 
paper, MPI has requested U$43,500 in pending funding from Conservation, Food, and Health 
Foundation and the Allen Foundation. Other foundations identified as potential funders include 
the Henry H. Niles Foundation; the Weyerhaeuser Family Foundation; the Astellas Foundation; 
the United Nations Federal Credit Union Foundation; the Bancker-Williams Foundation; and the 
Jack Deloss Charitable Trust. An application for funding will also be submitted to Dining for 
Women, a global giving circle that funds maternal and child health projects in developing 
countries.  
 The 1,000 Days of Difference program also receives U$6,720 per year from 22 individual 
donors who give recurring monthly donations. MPI plans to run another donor campaign 
beginning in May 2018 to increase the number of program donors to reach U$8,000 per year.  
Technical Feasibility 
 The program will be based at Clínica Médica MPI, which has received an operating 
license from MINSA and is equipped to provide medical attention to pregnant women and 
children aged 0-2. Clínica Médica MPI is currently in process of receiving approval as an official 
immunization center. Once in place, this certification will allow Clínica Médica MPI to obtain, 
store, and administer essential vaccines to children ages 0-5 in Villa Guadalupe. 
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Stakeholders 
 Women of reproductive age in Villa Guadalupe, MINSA, funders, the Pan-American 
Social Marketing Organization (PASMO), Soy Nica, Emory University Rollins School of Public 
Health, and the Carolina Global Breastfeeding Institute have been identified as program 
stakeholders. 
 MINSA is a key program stakeholder. The 1,000 Days of Difference program has a direct 
impact on the health goals MINSA has established.  Buy-in of the program from MINSA is 
essential for successful program implementation. MINSA will ensure all program activities are 
in-line with governmental standards and will work with MPI to ensure full immunization 
coverage of all children enrolled in the program.  
 PASMO is a Guatemala-based international non-governmental organization that has 
operated sexual and reproductive health programming in Nicaragua since 1998. PASMO will 
support the reproductive health of program participants by providing access to long-term family 
planning methods following childbirth. PASMO aims to reach underserved women throughout 
Nicaragua and has ex. Through our partnership with the organization, we will be able to 
purchase family planning methods at wholesale rates and our OB-GYN will receive ongoing 
training on family planning.  
 Soy Nica is a nutrition-focused non-governmental organization that has worked in 
Nicaragua since 1979. Soy Nica will help implement educational activities and organize and 
train a group of five CHWs on breastfeeding and child nutrition practices. Soy Nica brings 
experience organizing groups of CHWs in low-resource communities throughout Nicaragua. The 
CHWs’ involvement will be based on the past experiences Soy Nica has had working with 
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CHWs in similar communities. The group of five CHWs will work on a volunteer basis, 
however, MPI will cover all costs related to the execution of their work in the community. 
 MPI will aim to involve international academic partners in the program including Emory 
University Rollins School of Public Health and the Carolina Global Breastfeeding Institute. 
 Since 2015, Emory University Rollins School of Public graduate students have conducted 
needs assessments and research on adolescent pregnancy, prenatal care, breastfeeding, and child 
nutrition practices in Villa Guadalupe. This formative research helped shape the program design 
of 1,000 Days of Difference. Graduate students from the school will conduct research on 
maternal and child health outcomes throughout the 3-year pilot phase.  
 The Carolina Global Breastfeeding Institute (CGBI) was established in 2006 in the 
Department of Maternal and Child Health at the University of North Carolina Gillings School of 
Global Public Health. MPI has received technical assistance from CGBI on strategies to increase 
breastfeeding rates within the community. CGBI has also expressed interest in coordinating a 
research project in Villa Guadalupe with the assistance of a graduate student from the Gillings 
School.  
Relevant Program Theory 
The Health Belief Model (HBM) is based on six constructs: perceived susceptibility, 
perceived severity, perceived benefits, perceived barriers, cues to action, and self-efficacy.  In 
the HBM, behavior is influenced by the individual’s perception of the health threat and the value 
associated with taking action to reduce the threat. A relationship exists between beliefs and 
behavior, and HBM provides a way to understand how people will behave and comply in relation 
to their health and therapies (National Cancer Institute, 2005). The HBM will be used to help 
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identify which of the constructs may be interfering with participants’ desire to undertake certain 
behaviors, such as breastfeeding.    
Goals and Objectives 
 The overarching goal of the 1,000 Days of Difference program is to improve MNCH for 
high-risk mothers and children aged 0-2 in a resettlement community in Villa Guadalupe, 
Nicaragua. It is also expected the program interventions will prevent maternal, neonatal, and 
under 2 child deaths for high-risk mothers and children in Villa Guadalupe. The 1,000 Days of 
Difference program will directly impact 80 beneficiaries per year, including forty mothers and 
forty children.  
Table 2: Program Goals 
1. Increase access to high-quality prenatal care. 
2. Improve infant and young child feeding practices. 
3. Increase intervals between pregnancies. 
4. Ensure access to preventive pediatric care before age 2 
5. Increase compliance with recommended immunizations before age 2. 
6. Decrease prevalence of malnutrition before age 2. 
 
The program will run for a 3-year pilot phase from October 2017 to September 2020, after which 
its impact will be evaluated. The goals and objectives of the program are further detailed in the 
logic model in Appendix A. 
Short-term Objectives (0-1 years) 
1. By the end of month two, 20 high-risk expectant mothers will be enrolled in the program. 
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2. By the end of month three, baseline data on knowledge of prenatal nutrition and IYCF 
practices will be collected.  
3. By the end of month three, five women from the community will be selected and trained 
as Community Health Workers (CHWs).  
4. By the end of month six, the group of five CHWs will independently conduct home 
visits, breastfeeding support groups, and other activities with women enrolled in the 
program.  
5. By the end of year one, 100% of enrolled expectant mothers will receive quality prenatal 
care, including at least 4 prenatal check-ups from an OB-GYN, fetal ultrasounds; 
gestational weight monitoring; laboratory exams; and diagnosis and treatment of any 
manageable conditions; from time of enrollment through childbirth.  
6. By the end of year one, 100% of enrolled mothers will undergo insertion of a long-term 
reversible birth control method within 6 weeks following childbirth. 
7. By the end of year one, 90% of enrolled expectant mothers will meet Institute of 
Medicine (IOM) gestational weight guidelines from time of enrollment through childbirth 
(Institute of Medicine, 2009). 
8. By the end of year one, 90% of mothers will give birth to at-term newborns (at least 37 
gestational weeks).  
9. By the end of year one, 90% of mothers will give birth to normal weight newborns (at 
least 2,500 grams).  
10. By the end of year one, 100% of mothers will give birth in a health facility equipped for 
childbirth. 
Long-term Objectives (2-3 years) 
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1. By the end of year two, 50% of enrolled mothers will exclusively breastfeed their child 
for the first six months of life. 
2. By the end of year three, 80% of enrolled mothers exclusively breastfeeding for the first 
six months of life will continue to breastfeed their child through age 2. 
3. By the end of year three, 80% of enrolled children will meet WHO age-specific growth 
guidelines from 1 month through age 2. 
4. By the end of year three, 100% of enrolled children will be compliant with the MINSA-
recommended immunization schedule from birth to age 2. 
5. By the end of year three, 100% of enrolled children will receive well-child care according 
to American Academy of Pediatrics (AAP) guidelines from birth through age 2 
(American Academy of Pediatrics, 2017). 
6. By the end of year three, 100% of enrolled mothers will continue use of a long-term 
reversible birth control method through their child’s second birthday. 
7. By the end of year three, 100% of enrolled mothers will demonstrate an increase of at 
least 30% compared to baseline data on knowledge of prenatal nutrition and IYCF 
practices.  
Program Implementation 
 The program will be run from Clínica Médica MPI with the following key staff involved 
in its implementation: Program Manager; General Physician; OB-GYN; Pediatrician; Nurse; and 
Nutritionist. A sample timeline for the program is provided in Appendix B.  
Program Recruitment and Enrollment 
 The program will enroll two cohorts of 20 expectant mothers each year in April and 
October. It will provide prenatal and postnatal care; breastfeeding education and support; 
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nutrition education; preventive pediatric care; and postnatal family planning from pregnancy to 
age 2. Clínica Médica MPI’s nurse will conduct community outreach to identify high-risk 
expectant mothers and will introduce potential participants to the program. Candidates will then 
go through an enrollment process to verify they are: residents of Villa Guadalupe; no more than 
16 weeks pregnant; and uninsured. Pregnant adolescents between ages 14-19 and women with 
history of high-risk pregnancies and births will be prioritized. The program will aim to enroll at 
least 75% adolescents in each cohort, which will result in a minimum number of 30 adolescents 
enrolled in the program each year.  
Prenatal Care 
 Within two weeks of enrollment, participants will meet with the clinic’s general 
physician for laboratory exams and a medical screening to detect treatable maternal risk factors. 
Participants will then begin meeting with the OB-GYN for prenatal care throughout the 
remainder of their pregnancy.  The OB-GYN will conduct prenatal checkups every 1-2 months 
depending on individual patient circumstances, with more frequent checkups for higher risk 
patients. The OB-GYN will review laboratory exam results and diagnose and treat any infections 
or conditions, which may impact the health of the mother or baby. She will prescribe essential 
prenatal vitamins, folic acid, and calcium for all expectant mothers. Low-dose asprin will be 
prescribed for all women at risk of preeclampsia. Expectant mothers who are anemic will receive 
iron supplementation throughout the duration of their pregnancy. The OB-GYN will monitor 
gestational weight gain and provide patient education on prenatal nutrition. She will perform 
fetal ultrasounds throughout pregnancy and ensure fetal development is appropriate.  
 At 36 gestational weeks, the OB-GYN will review the expectant mother’s birth plan, 
ensuring she has selected a public hospital to give birth and has a plan to get there. The OB-GYN 
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will immediately transfer any women at risk for pregnancy or birth-related complications to the 
national women’s hospital. The nurse will make weekly visits to all expectant mothers in the 
program and communicate any immediate health concerns to the OB-GYN. All expectant 
mothers will be encouraged to bring their partner and/or other family members (i.e. mother, 
grandmother) to their prenatal appointments.  
Postnatal Care  
 The first postnatal visit will take place in the hospital after giving birth. Within 3 days of 
giving birth, the nurse will conduct a postnatal visit with the mother and newborn in their home. 
She will ensure they are both in good health and refer any complications to Clínica Médica MPI 
or the hospital. She will schedule a postnatal appointment with the OB-GYN within a one to 
two-week timeframe. 
Postnatal Family Planning 
 During this postnatal check-up, the OB-GYN will examine the mother and discuss family 
planning methods. The final postnatal checkup will occur 4-6 weeks after birth. During this 
consultation, the OB-GYN will examine the mother and present two options for long-term birth 
control: the birth control implant and the IUD (intrauterine device). The mother will choose the 
method she prefers, and the OB-GYN will insert the birth control device based on appropriate 
timing recommendations.   
Nutrition Education and Support  
 Program participants will participate in educational sessions on a bi-weekly basis 
throughout the program. Local partner organization, Soy Nica, will facilitate these sessions, 
which will cover 1) prenatal nutrition, including the importance of proper nutrition during 
pregnancy, food sources of essential nutrients, and the impact of nutrition on fetal development; 
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2) breastfeeding, including the benefits of breastfeeding, troubleshooting common problems, 
infant stomach size, and responsive feeding; and 3) appropriate complementary feeding, 
including the best first foods for babies, the different stages to introduce new foods, and how to 
continue breastfeeding after a baby begins eating solids. Program participants will be divided 
into three groups depending on what stage in the program they are (pregnancy, age 0-6 months, 
age 7 months-2 years) and will participate in educational sessions tailored to that stage. Program 
participants will be encouraged to bring their partners and/or other family members (i.e. mother, 
grandmother) to educational sessions. Breastfeeding mothers will be encouraged to bring their 
babies to the sessions. MPI volunteers will provide on-site childcare for all mothers participating 
in the sessions.  
 The nutritionist will meet with all expectant mothers and children enrolled in the program 
for individual nutritional consultations. She will conduct monthly height-and-weight monitoring 
of children using the WHO’s growth charts. She will conduct interviews with participants in 
order to learn more about their nutrition practices, and deliver individualized nutritional 
counseling. During these consultations, the nutritionist will provide all expectant and lactating 
mothers with breastfeeding education and counseling.  
 Expectant mothers will receive education on breastfeeding throughout pregnancy. They 
will be encouraged to breastfeed within one hour of delivery within the hospital, if possible. 
Although program staff will not be able to directly influence when breastfeeding occurs in the 
hospital setting, the nurse will discuss breastfeeding with the mother during the first postnatal 
home visit. The nurse will assess the mother’s milk production and ensure the baby is latching 
correctly. During this first visit, potential challenges to exclusive breastfeeding will be identified. 
The nutritionist will then provide individual follow-up with the mother.   
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 Five mothers from the community who have successfully breastfed will also be selected 
to complete 6 months of bi-weekly training to become CHWs. Following a certification exam, 
they will conduct weekly visits to participants’ homes and facilitate monthly breastfeeding 
support groups. The CHWs will reinforce the program’s messaging on the benefits of 
breastfeeding. Each CHW will be assigned to 4 women in each program cohort. They will spend 
between two and five hours per week conducting home visits and one hour co-facilitating a 
monthly breastfeeding support group each month. 
Preventive Pediatric Care  
 From birth through the child’s second birthday, children in the program will receive 
pediatric preventive care through routinely scheduled well-child care visits with the clinic’s 
pediatrician. These visits will be scheduled based on AAP’s guidelines, with more frequent visits 
occurring for children who have been determined to be higher-risk due to past illness or 
environmental factors. Visits will be used to ensure children are developing appropriately. The 
pediatrician will also ensure children are complying with the recommended national 
immunization scheme. Preventive health education will be delivered as part of these visits. 
Parents will be informed of the warning signs of common illnesses such as diarrhea and 
pneumonia and learn what follow-up steps should be taken if they believe their child is ill. The 
nurse will visit all children on a weekly basis and communicate any immediate health concerns 
to the pediatrician. 
Participant Incentive System 
 In order to encourage participation in program activities and increase compliance, an 
incentive system will be implemented. Participants will receive five points each time they attend: 
1) an initial medical screening with the general physician; 2) an appointment to conduct 
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laboratory exams; 3) a prenatal checkup with the OB-GYN; 4) an ultrasound appointment; 5) a 
nutritional consultation; 6) a nutritional educational session; 7) a breastfeeding support group; or 
a 8) a pediatric appointment. At the start of each month, participants can exchange their points 
earned for new baby items such as clothes, diapers, wipes, and blankets. Program staff will 
review the incentive system on a monthly basis in order to assess its effectiveness.  
Strategies for Sustainability 
 In order to support community-wide optimal IYCF practices, Clínica Médica MPI will 
implement an adapted version of the Baby-friendly Hospital Initiative (BFHI) guidelines 
developed by UNICEF and the WHO. As part of this initiative, Clínica Médica MPI staff will 
participate in a full-day training on breastfeeding and BFHI guidelines facilitated by Soy Nica 
and UNICEF Nicaragua. The staff will also participate in a follow-up training mid-way through 
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EVALUATION PLAN 
Rationale and Approach to Evaluation 
Program evaluation is considered an essential step to effectively determining whether or 
not a program is operating as intended (Centers for Disease Control and Prevention, 2012). 
Evaluation also helps determine the significance of the program to the community or target 
group, identifies areas of improvement and establishes accountability to both funders and to the 
general public. For all of these reasons, it is important the program be evaluated on both on a 
periodic basis and at the end of the 3-year pilot phase. 
 Evaluation will be conducted using both internal and external evaluators. The internal 
evaluation team will be comprised of the Program Manager and several long-term MPI 
volunteers. The internal volunteers will be trained in basic monitoring and evaluation techniques 
prior to engaging in the evaluation process. The Program Manager will oversee monitoring and 
evaluation throughout the pilot phase and assure program data is collected according to the 
timeline. The volunteers will be responsible for administering pre-post intervention surveys and 
collecting case studies to share with program funders.  
 At the end of the 3-year pilot phase, an external evaluator will carry out an impact 
evaluation. An impact evaluation is designed to uncover the impact, both negative and positive, 
that occurred as a result of a program or intervention (Peersman, 2015) The impact evaluation 
will be useful in determining whether the program can be scaled-up or replicated in other 
communities.  
Evaluation Design 
 MPI will utilize both process and outcome evaluation measures to effectively assess 
program fidelity, reach, and impact. The monitoring and evaluation plan will incorporate both 
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qualitative and quantitative data to determine program success. MPI’s Board of Directors, in 
collaboration with the Executive Director, will also conduct an annual evaluation of program 
performance and impact using a matrix scoring system. Annual evaluation results will be shared 
with the Program Manager who will use the information to make program modifications.  
 Process evaluation activities will ensure data is being collected correctly; services are 
being delivered as intended; and the program is reaching the target population as planned. 
Outcome evaluation will be guided by a logic model, which clearly outlines the program theory. 
Outcome evaluation activities will measure changes in participant beliefs, attitudes, knowledge, 
and behavior following the intervention and improvements to health indicators.  
Evaluation Methods 
Process evaluation activities will include:  
1. Document reviews of patient files using a standardized document review tool; 
2. Observations of educational sessions using a standardized observation tool; 
3. Quarterly team meetings with the Program Manager and clinical staff;  
4. Quarterly team meetings with the CHWs; 
5. Monthly reviews of CHW activity to ensure they are meeting program goals; and 
6. Quarterly interviews with all program participants on their experiences with the program.  
Outcome evaluation activities will include: 
1. Baseline participant surveys to measure pre-intervention beliefs, attitudes, and 
knowledge; 
2. Post-intervention participant surveys to measure changes in beliefs, attitudes, and 
knowledge; 
	   40	  
3. Bi-monthly weight monitoring to measure participants’ gestational weight as compared to 
the IOM guidelines; 
4. Monthly height-and-weight monitoring to measure children’s growth as compared to the 
WHO international growth guidelines; and 
5. Individual interviews with program participants to build upon quantitative data collected 
and further explore factors impacting program outcomes. 
 Further outcome evaluation data on birth outcomes; postnatal family planning; child 
immunizations; and well-child care visits will be recorded by clinic staff in patient files. Data 
will be recorded following patient visits to Clínica Médica MPI or after home visits. 
 In the case there is a maternal, neonatal, or child death of a program participant, program 
staff will conduct an immediate review of the patient file and interview the family. Program staff 
will aim to collect data on factors influencing the death with the aim to prevent the reoccurrence 
of similar circumstances in the future. Data retrieved as part of the process will be shared with all 
program staff. As per MINSA policy, all deaths in the community are added to a registry at the 
clinic and will be reported to the local health center for further investigation.  
 It is expected that a small percentage of enrolled participants will leave the program 
before completion. If an enrolled participant moves out of Villa Guadalupe, she will no longer be 
eligible for the program. The program’s nurse will visit all participants following an absence at a 
program activity in order to uncover the reasons the participant was not present. The goal of 
these visits is to maintain a personal connection with the participant and communicate that her 
participation in the program is vital for her health and that of her baby. If a participant 
communicates she no longer wishes to participate in the program, she will be exited. If a 
participant leaves the program while still in the recruitment and enrollment phase, another 
	   41	  
expectant mother will be sought to take her spot. If she leaves the program following the 
recruitment and enrollment phase, another expectant mother will not be sought to take her spot. 
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   Table 3: Evaluation Plan 
Objective Evaluation Questions Participant Evaluation Method 
Short-Term Objectives  
By the end of month two, 20 
high-risk expectant mothers 
will be enrolled in the 
program. 
 
Within two months of program 
launch, were 20 high-risk 
expectant mothers enrolled? 
Program Manager Enrollment Forms 
How many expectant mothers 
enrolled were adolescents? 
Program Manager Enrollment Forms 
What were the reasons 
expectant mothers were 
determined to be high-risk? 
Program Manager Enrollment Forms 
Were there any difficulties in 
the participant recruitment 





By the end of month three, Within three months of Program Manager Pre-Intervention Surveys 
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Objective Evaluation Questions Participant Evaluation Method 
baseline data on knowledge of 
prenatal nutrition and IYCF 
practices will be collected.  
 
program launch, was baseline 
data on prenatal nutrition and 
IYCF practices collected? 
Did participants understand 




How long, on average, did it 





By the end of month three, 
five women from the 
community will be selected 
and trained as Community 
Health Workers (CHWs).  
 
Within three months of 
program launch, were five 
women from the community 




Were there any difficulties in 
the CHW recruitment process? 
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Objective Evaluation Questions Participant Evaluation Method 
 Were there any difficulties in 
the CHW training process? If 




What were the average scores 
on the CHW certifying exam? 
Program Manager CHW exams 
By the end of month six, the 
group of five CHWs will 
independently conduct home 
visits, breastfeeding support 
groups, and other activities 
with women enrolled in the 
program.  
 
Within six months of program 
launch, did CHWs begin 
independently conducting 
home visits, breastfeeding 
support groups, and other 
activities with women enrolled 






Were there any barriers to 
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Objective Evaluation Questions Participant Evaluation Method 
so, what were they? Program Participants 
Did CHWs feel adequately 






By the end of year one, 100% 
of enrolled expectant mothers 
will receive quality prenatal 
care, including at least 4 
prenatal check-ups from an 
OB-GYN, fetal ultrasounds; 
gestational weight monitoring; 
laboratory exams; and 
diagnosis and treatment of any 
manageable conditions; from 
time of enrollment through 
Did expectant mothers receive 






Did expectant mothers receive 





Did expectant mothers receive 
diagnosis of treatment for any 
conditions during pregnancy? 
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Objective Evaluation Questions Participant Evaluation Method 
childbirth.  
 
By the end of year one, 100% 
of enrolled mothers will 
undergo insertion of a long-
term reversible birth control 
method within 6 weeks 
following childbirth. 
 
Within six weeks of childbirth, 
did participants undergo 
insertion of a long-term birth 
control method? 
Program Manager Patient Records 
Were there any participants 
who did not want to insert a 
long-term birth control 
method? If so, what were their 





By the end of year one, 90% 
of enrolled expectant mothers 
will meet Institute of Medicine 
Did expectant mothers meet 
IOM gestational weight 
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Objective Evaluation Questions Participant Evaluation Method 
(IOM) gestational weight 
guidelines from time of 
enrollment through childbirth 
(Institute of Medicine, 2009). 
 
enrollment through childbirth? 
If expectant mothers did not 
meet minimum weight 
guidelines, what were the 
possible factors influencing 




By the end of year one, 90% 
of mothers will give birth to 
at-term newborns (at least 37 
gestational weeks).  
 
Did mothers give birth after at 





If mothers gave birth before 
37 gestational weeks, what 
were the possible factors 





By the end of year one, 90% 
of mothers will give birth to 
Did mothers give birth to a 
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Objective Evaluation Questions Participant Evaluation Method 
normal weight newborns (at 
least 2,500 grams).  
 
2,500 grams? 
If mothers gave birth to a low-
weight infant, what were the 
possible factors influencing 




By the end of year one, 100% 
of mothers will give birth in a 
health facility equipped for 
childbirth. 
 
Did mothers give birth in a 





If mothers did not give birth in 
an appropriate health facility, 





By the end of year two, 50% 
of enrolled mothers will 
exclusively breastfeed their 
How many mothers 
exclusively breastfed for the 
first 6 months? 
MPI Volunteers Interviews 
Focus Groups 
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Objective Evaluation Questions Participant Evaluation Method 
child for the first six months 
of life. 
 
How many mothers initiated 
breastfeeding within 1 hour of 
giving birth? 
MPI Volunteers Interviews 
Focus Groups 
How many mothers initiated 
breastfeeding within 24 hours 
of giving birth? 
MPI Volunteers Interviews 
Focus Groups 
How many mothers initiated 
breastfeeding within one week 
of giving birth? 
MPI Volunteers Interviews 
Focus Groups 
If mothers did not exclusively 
breastfeed for the first six 
months, when did they stop? 
What were the reasons for not 
continuing? 
MPI Volunteers Interviews 
Focus Groups 
If mothers did exclusively MPI Volunteers Interviews 
	   50	  
Objective Evaluation Questions Participant Evaluation Method 
breastfeed for the first six 
months, what do they think 
helped them to do so? 
Focus Groups 
By the end of year three, 80% 
of enrolled mothers 
exclusively breastfeeding for 
the first six months of life will 
continue to breastfeed their 
child through age 2. 
 
How many mothers 
exclusively breastfeeding for 
the first six months continued 
to do so through age 2? 
Program Manager Pre-Intervention Surveys 
If mothers did not continue to 
breastfeed through age 2, 
when did they stop? What 
were the reasons for not 
continuing? 
MPI Volunteers Interviews 
Focus Groups 
If mothers did continue to 
breastfeed through age 2, what 
do they think helped them to 
MPI Volunteers Interviews 
Focus Groups 
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Objective Evaluation Questions Participant Evaluation Method 
do so? 
By the end of year three, 80% 
of enrolled children will meet 
WHO age-specific growth 
guidelines from 1 month 
through age 2. 
 
How many children met 
monthly WHO age-specific 
growth guidelines? 
Program Manager Patient Records 
If children did not meet 
monthly WHO age-specific 
guidelines, what are some 






How many children were 
diagnosed and treated for 
anemia? Following treatment, 





By the end of year three, How many children were Program Manager Patient Records 
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Objective Evaluation Questions Participant Evaluation Method 
100% of enrolled children will 
be compliant with the 
MINSA-recommended 
immunization schedule from 
birth to age 2. 
 
compliant with the MINSA-
recommended immunization 
schedule from birth through 
age 2? 
If children were not compliant 
with the immunization 
schedule, what are some 





By the end of year three, 
100% of enrolled children will 
receive well-child care 
according to American 
Academy of Pediatrics (AAP) 
guidelines from birth through 
How many children received 
well-child care according to 
the AAP guidelines from birth 
through age 2? 
Program Manager Patient Records 
If children did not adhere to 
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Objective Evaluation Questions Participant Evaluation Method 
age 2 (American Academy of 
Pediatrics, 2017). 
 
schedule, what are some 
possible factors affecting their 
non-compliance? 
Did parents find the well-child 
care visits helpful or 
beneficial? What, in particular, 






By the end of year three, 
100% of enrolled mothers will 
continue use of a long-term 
reversible birth control method 
through their child’s second 
birthday. 
 
Did participants continue to 
use long-term birth control 
method through their child’s 
second birthday? 
Program Manager Patient Records 
If participants did not continue 
to use a long-term birth 
control device, what are some 
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Objective Evaluation Questions Participant Evaluation Method 
decision?  
By the end of year three, 
100% of enrolled mothers will 
demonstrate an increase of at 
least 30% compared to 
baseline data on knowledge of 
prenatal nutrition and IYCF 
practices.  
 
Did participant knowledge on 
prenatal nutrition and IYCF 
practices increase as compared 
to the baseline? 
MPI Volunteers  
Participants 
Post-Intervention Surveys 
Did participants understand 




How long, on average, did it 
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Plan for Dissemination 
 After the 3-year pilot period, MPI will evaluate the program’s impact. At that point, the 
first cohort of mothers and children enrolled will have completed the program and MPI will 
analyze program results with the goal of expanding the project to serve additional communities.  
Evaluation results are shared with funders according to the following grant stipulations: 
• KIND Foundation is the charitable foundation of KIND snacks and aims to foster 
healthier communities. In July 2017, MPI received a $10,000 grant from the KIND 
Foundation to implement the 1,000 Days of Difference program. An evaluation report 
was turned into KIND Foundation in February 2017 detailing program results from July-
December, 2017.  
• The Atkinson Foundation is based in San Mateo County, California and provides funding 
to community organizations throughout Mexico and Central America. In March of 2017, 
MPI received a $5,000 grant from the Atkinson Foundation to implement the 1,000 Days 
of Difference program. A report detailing program activity to date will be submitted to 
the Atkinson Foundation in April of 2018.  
• The International Foundation is based in Fairfield, New Jersey and provides funding to 
US-based organizations partnering with poor communities throughout the developing 
world.  In December of 2017, MPI received an $18,000 grant from the International 
Foundation to implement the 1,000 Days of Difference program. An evaluation report 
will be submitted to the International Foundation at the close of the grant period in 
December of 2018.  
 In addition to funders, evaluation results will be shared with program stakeholders, 
including program partners (including MINSA) and MPI staff.  I will identify professional 
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conferences where program results can be presented to other public health practitioners. In 
February of 2019, I will submit an abstract on the 1,000 Days of Difference program to the 
Global Health and Innovation Conference, the world’s largest global health conference held each 
year at Yale University. If accepted, I will present the program to an expert panel as part of the 
Social Impact Lab, which provides mentoring, guidance, and advice to new programs within 6 
years of launch.  
 Manna Project International is also part of the Nicaragua Nonprofit Network, a network 
of local and international nonprofit organizations working in Nicaragua. The Nicaragua 
Nonprofit Network facilitates communication between organizations and provides a platform to 
share project results and discuss collaboration opportunities. Through the Nicaragua Nonprofit 
Network, I plan to connect with other nonprofit organizations working in MNCH in Nicaragua 
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DISCUSSION 
 Poor MNCH carries a high public health burden in Nicaragua.  Maternal, neonatal, and 
under-5 child mortality rates are some of the highest in the Central American region, and there is 
a high prevalence of child malnutrition. The current state of MNCH in Nicaragua is impacted by 
an underfunded and oversaturated public health system incapable of addressing the needs of 
high-risk expectant mothers in a timely manner. NGOs, such as MPI, can fill the gap in MNCH 
programming through implementation of community-based programming targeted towards high-
risk mothers and children.  
 The 1,000 Days of Difference program provides an integrated approach to addressing 
poor maternal, neonatal, and child health for high-risk mothers and children in Villa Guadalupe, 
Nicaragua. The program delivers evidence-based interventions throughout the critical first 
thousand days of life, leading to measurable impact throughout pregnancy; the postnatal period; 
and the first two years of a child’s life. The program plan has been informed by similar 
integrated MNCH programs and incorporates key interventions in a package. The program has 
been designed to meet the needs of participants within their own community, eliminating the 
need to spend time and money traveling to the public health center to obtain prenatal care; 
immediate postnatal care; preventive pediatric care; and routine child immunizations. 
 The 1,000 Days of Difference program utilizes both skilled clinical staff and trained 
CHWs to deliver program interventions. The literature review revealed evidence, which supports 
the role of CHWs in community-based programming.  CHWs also serve to include community 
involvement within the program and may help to increase acceptance of the program.   
 The program and evaluation plan will help guide implementation and evaluation of the 
program over the three-year pilot phase. The program plan is comprehensive and includes key 
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evidence-based interventions, which are proven to have a positive effect on MNCH. The 
evaluation plan includes both process and outcomes evaluation indicators. Since the program is 
in a pilot phase, evaluation is considered to be formative and results will be used to continually 
improve the program. At the end of the three-year pilot phase, an impact evaluation will be 
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Appendix A. Program Logic Model 
	  
Assumptions Inputs Activities Outputs Outcomes and Impact 
- Poor MNCH carries 
a high burden in 
Nicaragua 
 
-Villa Guadalupe is 
especially vulnerable 
to the effects of poor 





and child deaths are 
due to largely 
preventable causes 
 
-MNCH is a priority 
of the national health 
system 
 
- Evidence supports 




- High-risk expectant 
mothers will be 
motivated to 
participate in program 
People: 
- Program staff 
- High-risk expectant 




- Local partner 
organizations (Soy 
Nica, PASMO) 
- International academic 
partners (Emory 
University Rollins 
School of Public Health, 
CGBI) 
Funding: 
- $45,000 per year on 
average ($8,000 in 
individual donations 
and $37,000 in grant 
funding) 
Infrastructure: 
- Clínica Médica MPI 
Materials: 
- CHW training 
materials 
- Nutrition curriculum  





- Recruit and enroll high-
risk expectant mothers 
-Recruit and train CHWs 
- Collect baseline data on 
knowledge of prenatal 
nutrition and IYCF 
practices among program 
partcipants 
- Provide high-quality 
prenatal care  
- Conduct weekly 
prenatal home visits 
- Assist participant to 
prepare for birth 
- Conduct postnatal visit 
within 3 days of birth 
- CHWs provide weekly 
home visits and facilitate 
monthly breastfeeding 
support groups 
- Hold twice monthly 
group nutritional 
educational sessions for 
all participants 
- Conduct monthly 
nutritional consultations 




- Provide postnatal 
family planning 
- Two cohorts of 20 
partcipants will be 
enrolled each year 
- Group of five CHWs 
will be trained  
- Baseline data will be 
collected 
- Expectant mothers 
will receive high 
quality prenatal care 
throughout pregnancy 
- High-risk prenatal, 
maternal, or neontal 
cases will be referred 
to a health facility 
- Expectant mothers 
will have a birth plan 
- Participants will 
receive behavior 
change communication 
on prenatal nutrition, 
breastfeeding and 
IYCF 
- Children will receive 
well-child care 




- Mothers will utilize a 
long-term birth control 
method 
Short term outcomes: 
-90% of enrolled 
expectant mothers will 
meet IOM gestational 
weight guidelines. 
-90% of mothers will 
give birth to at-term 
normal weight  
newborns  
-100% of mothers will 
give birth in a health 
facility equipped for 
childbirth. 
-100% of enrolled 
mothers will undergo 
insertion of a long-




-50% of enrolled 
mothers will 
exclusively breastfeed 
their child for the first 
six months of life. 
-80% of enrolled 
mothers exclusively 
breastfeeding for the 
first six months of life 
will continue to 
breastfeed their child 
through age 2.  
-80% of enrolled 
children will meet WHO 
age-specific growth 
guidelines from 1 month 
through age 2. -100% of 
enrolled children will be 
compliant with the 
MINSA-recommended 
immunization schedule 
from birth to age 2. 
-100% of enrolled 
mothers will delay 
repeat pregnancies by at 
least two years.  
-100% of enrolled 
mothers will 
demonstrate an increase 
of at least 30% 
compared to baseline 
data on knowledge of 
prenatal nutrition and 
IYCF practices.  
Impact:  
-MNCH for high-risk 
mothers and children 
aged 0-2 in Villa 
Guadalupe will be 
improved. 
-Maternal, neonatal, and 
child deaths in Villa 
Guadalupe will be 
prevented. 
	   66	  
Appendix B. Sample Timeline for Cohort 
PHASE 1- Pregnancy 
Activity Staff Involved Timeline 
Recruitment of participants Nurse April and October of each 
year 
Enrollment of participants General Physician, Nurse May and November of each 
year 
Initial medical screening General Physician, Nurse May and November of each 
year 
Laboratory exams General Physician, OB-GYN, 
Nurse 
May and November of each 
year 
Prenatal exams OB-GYN, Nurse Within 2 weeks of program 
enrollment; monthly to bi-




Nutritionist Within 2 weeks of program 




Soy Nica (partner 
organization) 
Within 2 weeks of program 
enrollment; biweekly basis 
throughout pregnancy 
Home visits Nurse Within 1 week of program 
enrollment; weekly basis 
	   67	  
throughout pregnancy 
 
PHASE 2- aged 0-6 months 
Activity Staff Involved Timeline 
Initial postpartum and 
newborn visit 
Nurse Within 3 days following birth 
Postpartum exam OB-GYN, Nurse Within 1-2 weeks following 
birth 








Soy Nica (partner 
organization) 
Bi-weekly basis from 0-6 
months 
Home visits Nurse, CHWs Weekly basis from 0-6 months 
Breastfeeding support groups CHWs Monthly basis from 0-6 
months 
Well-child care exams Pediatrician Within 2 weeks following 
birth, then 1 month, 2 months, 
4 months, and 6 months 
Child immunizations Pediatrician 2, 6, and 8 months 
 
PHASE 3- aged 7 months-2 years 
Activity Staff Involved Timeline 
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Individual nutritional 
consultations 
Nutritionist Monthly basis from 7 months 
to age 2 
Nutritional educational 
sessions 
Soy Nica (partner 
organization) 
Bi-weekly basis from 7 
months to age 2 
Home visits Nurse, CHWs Weekly basis from 7 months 
to age 2 
Breastfeeding support groups General Physician, OB-GYN, 
Nurse 
Monthly basis from 7 months 
to age 2 
Well-child care exams Pediatrician 9 months, 12 months, 15 
months, 18 months, and 24 
months 
Child immunizations Pediatrician 12 and 18 months 
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Appendix C. Program Budget  
Annual Budget 
Personnel (Salaried personnel) 
Program Manager (FTE .30) $8,550.00 
General Physician (FTE .10) $1,456.00 
Nurse (FTE .50) $2,160.00 
Subtotal Personnel (Salaried personnel) $12,166.00 
Personnel (Professional service personnel) 
OB-GYN (FTE .30) $7,488.00 
Pediatrician (FTE .10) $2,496.00 
Nutritionist (FTE .20) $4,160.00 
Accountant (FTE .20) $2,080.00 
Subtotal Personnel (Professional service personnel) $16,224.00 
Total Personnel $32,448.00 
Fringe Benefits 
Program Manager Vacation (FTE. 30) $713.00 
General Physician Vacation (FTE .10) $112.00 
General Physician Health Insurance (FTE .10) $96.00 
Nurse Vacation (FTE .50) $400.00 
Nurse Health Insurance (FTE .50) $480.00 
Total Fringe Benefits $1801.00 
Contracted Services 
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Participant Training Costs  $1,920.00 
Staff Training Costs  $200.00 
Total Contracted Services Costs $2,120.00 
Supplies  
Office Supplies $100.00 
Medical Supplies $600.00 
Medicine $1,200.00 
Vitamins/Nutritional Supplements $3,600.00 
Birth Control $600.00 
Total Supplies Costs $6,100.00 
Other Program Costs 
Facility Rent, Utilities, and Maintenance $800.00 
Printing & Copying $400.00 
Transportation $200.00 
Communication $200.00 
Refreshments for Participant Trainings $800.00 
Lab Exams $3,000.00 
CHW Supplies (vests and office supplies) $200.00 
Total Other Program Costs $5,600.00 
TOTAL COSTS $44,011.00 
 
 
	  
